A service for the transfer of ill or high-risk neonates to regional neonatal intensive care units (NICU) has been widely developed in the USA as part of perinatal care programmes' and is established in certain regions here.2 3 Yet some paediatricians challenge the claim that neonatal intensive care is beneficial. [4] [5] [6] The referral service in the north-western region is mainly directed towards neonates who are critically ill. The demand for this service is increasing and many babies for whom transfer is requested cannot be accommodated. The outlook for babies who were declined admission to a regional NICU has not been reported; yet this is essential information for those contemplating and seeking to justify the development of a regional service.
Patients and methods
The operation of the 
Results
During the study period 170 requests for transfer of ill neonates were received from 17 different maternity units situated between 3 and 120 miles from the regional NICU. One hundred and five babies were immediately accepted but 5 of them died before they could be transferred.
The initial request for transfer was declined in 65 babies for the reasons shown in Table 1 . Of the 6 babies declined admission on medical grounds, 3 were moribund and had grossly abnormal neurological behaviour, one was 24 weeks' gestation and weighed only 440 g, one was a healthy preterm baby, and one had diarrhoea and was thought to be an infection risk. Nine of the babies initially declined admission were subsequently transferred to the regional NICU as facilities became available after a delay of 1 to 6 days, 14 were transferred to one of three other hospitals with facilities for ventilating newborn babies, and 42 remained in the maternity unit of birth. If referring hospitals are grouped according to their distances (miles) from the regional NICU (3-10; 11-30; 31-120), the percentage of requests that were initially declined is similar in each group (27 (35 %) out of 78; 32 (41 %) out of 78; 6 (43%) out of 14). However, the percentage of requests for transfer that were declined to individual hospitals ranged from 17 to 73%. The indications for the referral request of the 100 babies transferred at once to the regional NICU and the 42 babies who remained in the maternity unit of birth are shown in Table 2 . In both groups of babies RF was the most common reason for requesting transfer. Requests for referral on the grounds of prematurity alone were more common in babies who were declined admission and who remained in their maternity unit of birth. None of the 6 babies declined admission on medical grounds is represented among the babies with RF. Table 3 gives details of the 92 babies with RF who were promptly transferred to the regional 
Discussion
Overcrowding of patients and lack of equipment on the regional NICU were the most common reasons for our reluctance to respond to requests for neonatal transfers. Outbreaks of necrotising enterocolitis and pseudomonas infection presumably caused by cross-infection are more likely to occur if the NICU is overcrowded. When demands on the service outstrip resources patient care is also compromised because monitoring devices are removed from certain babies to others deemed to be in greater need. A shortage of suitably trained nurses was a contributory factor in nearly one-quarter of babies declined transfer and in our opinion this was often due to unexpected absenteeism caused by stress-related illnesses. The availability of a sufficient number of trained nurses on each shift is the most important factor influencing the quality of neonatal care. Our nurses do not have an extended role but they are well trained in basic neonatal care, particularly in the recognition of impending hypoxaemia. Brief periods of absenteeism even for one day may seriously compromise the service because of the unpredictable pattern of transfer requests. Despite the fact that long-distance transfers deprive the regional NICU of a trained doctor and nurse for long periods, decisions to decline requests for transfers were not influenced by the distances of the referring hospitals from the regional NICU. This is borne out by the fact that groups of referring hospitals situated different distances from the regional NICU had a similar percentage of requests for neonatal transfer declined. However, the percentage of requests declined varied widely from hospital to hospital and a biased impression of the adequacy of the referral service must have been gained by those maternity units that had most of their requests for transfer either accepted or declined.
We believe it is essential to classify indications for referral to a regional NICU by the precipitating symptoms and signs rather than by diagnosis which is often uncertain when the request for transfer is made. Hyaline membrane disease is the single most common condition in referred babies but more than one diagnosis may subsequently become apparent. The concept of RF is particularly helpful in defining a group of babies who require ventilatory support. This group accounted for more than 90 % of babies transferred and for nearly 64% of those declined admission and who remained in the maternity unit of birth. The difference in the incidence of RF in the two groups can be attributed to the fact that(there were more requests for referral on the grounds of prematurity alone in the group of babies declined transfer. Five of the 12 babies for whom transfer was requested on the grounds of prematurity alone had birthweights less than 550 g, thus stressing the pressures on a regional neonatal unit.
The survival rate of babies with RF who were promptly transferred to the regional NICU was more than double that of a group of babies of similar birthweights and gestational ages who also suffered RF but who remained at the hospital of birth. This was despite the fact that babies with respiratory distress complicated by apnoeic attacks were slightly over-represented in transferred babies compared with those who were declined referral. These results confirm the advantage of transferring ill babies with RF to an NICU and contradict a number of recent reports that question the benefits of neonatal intensive care.4-6 The lower survival rate in the few babies transferred to other hospitals that had neonatal intensive care facilities and in those referred to the regional NICU after initially being declined admission was possibly caused by delays befL transfer.
Diverse neonatal disorders culminate in RF. Demands on a regional referral service orientated towards the transfer of such babies are virtually infinite and prolongation of survival leads to an increase in bed occupancy. It is because the provision of intensive care facilities, particularly ventilatory assistance, is so beneficial that the impact is so great when service demands outstrip available facilities at the regional NICU. One danger is that undue reliance on one or even two regional NICUs might actually hinder or retard the development of intensive care skills and facilities within district maternity units. Our Sisters slept in quarters immediately adjoining the wards which meant that they were closely in touch, although interference with complete 'off duty' time was a disadvantage.
A houseman could have the care of three large wards, and examining and treating so many sick children in preparation for his chief's visits presented quite a problem; it was also his duty to administer anaesthetics for emergency operations.
There was only one medical registrar, who was also the ward pathologist. Thus life was a continuously busy round and although at the end of 6 months the doctor in charge had considerably increased his paediatric knowledge he was ready for a more leisurely post which would allow him time to think and benefit from past experience. 
